The problem of obesity is often not recognised. For example, the prevalence of obesity in Sweden is estimated to be 10%, but a study of a county of 414 358 inhabitants and the records from 41 primary healthcare centres found that only 949 (3.1%) of patients were registered as obese. This is alarming, since overweight and obesity can be easily identi®ed and the prevention and treatment of obesity is crucial in order to prevent type 2 diabetes. A screening programme in Kisa, a district of southern Sweden, found that 45% of men and 32% of women were overweight (BMI 25 ± 30 kgam 2 ), while 12% of men and 17% of women were obese (BMI b 30 kgam 2 ). Among people without diagnosed diabetes, a family history of obesity emerged in 1384 subjects; 707 were overweight or obese (BMI b 25 kgam 2 ), with 270 of these having abdominal obesity. Of 212 of these patients who agreed to an oral glucose tolerance test, 16 were found to have type 2 diabetes and 70 impaired glucose tolerance. It is vital that primary healthcare teams become more active in developing co-ordinated programmes of identi®cation, registration and long-term management of overweight and obese people.
Introduction
Obesity is a neglected disease. 1 However, healthcare costs directly attributed to obesity are high, there is thus a signi®cant potential for reduction in healthcare expenditure if obesity can be prevented. 2 In addition, epidemiological and clinical studies have clearly shown the bene®ts of weight loss.
O È stergo È tland study
The problem of obesity is often not recognised. This was evident in the results of a Swedish study which investigated computerised clinical records from all the 41 primary healthcare centres in the Country of O È stergo Ètland in southern Sweden. The population studied comprised 414 358 people (207 918 women, 206 440 men). It is estimated that 9% of women and 6% of men in Sweden are obese. 3 Hence, it would be expected that 31 086 individuals would be registered as obese in the clinical records.
The study found that only 949 (3.1%) people were registered as obese, that is, 30 152 are therefore missing. This indicates the low level of interest on the part of doctors in obesity as a medical illness. Further investigation of the primary healthcare centres involved in this study revealed that only 54% of doctors actually weigh their patients and that only 39% of the centres had access to scales designed for exceptionally obese people. The scales were checked for accuracy in only 35% of centres. An assessment of the number of scales in each centre found that the average number per 1000 people in the catchment area was 0.3 (0 ± 0.8). These results give a powerful indication of the lack of awareness andaor lack of concern regarding obesity within primary healthcare in Sweden. People with obesity are evidently not recognised or diagnosed.
Tertiary, secondary and primary prevention
This is particularly worrying since people who are overweight and obese can easily be identi®ed in primary care. Weighing the patient and measuring height can allow calculation of body mass index (BMI) which gives a good indication of whether a patient is overweight or obese. Patients identi®ed as overweight or obese can then be offered appropriate preventative therapy.
Three different stages in the progression towards obesity can be de®ned and are managed differently ( Figure 1 ). In the ®rst stage, patients lack the signs and symptoms of obesity and are offered primary preventative measures which focus on encouraging increased physical activity and reduced dietary fat intake. In the second stage, patients have early symptoms. Such patients bene®t from early diagnosis and prompt treatment. In the third stage, patients commonly have associated states such as hypertension, cardiovascular disease, type 2 diabetes and dyslipidaemia. Tertiary prevention seeks to halt and prevent the development of such complications.
Kisa screening programme
Weight management is an important part of diabetes care at Kisa, a rural primary healthcare centre in Southern Sweden. Since 1978, a diabetes care team consisting of a specially trained nurse, a dietitian and a chiropodist has been in operation, working under the supervision of general practitioners. Patient education has been given priority as an integral part of the treatment. 4 Improvements in therapeutic outcome have been achieved during this period, including a 78% reduction in amputation and improved metabolic control in most patients. 5 ± 7 During 1992 ± 1993, we undertook a screening programme in Kisa, with the aim of identifying people who were overweight and, in particular, had a high risk of developing type 2 diabetes, namely those with a family history of type 2 diabetes, overweight and abdominal obesity (waist:hip ratio b 1.0 in men and b 0.8 in women). In this programme, everybody in Kisa aged 20 y (n 7332) was invited to take part in the population-based primary prevention screening programme. Data were collected by the staff of the Kisa Primary Health Care Centre during normal consultations, visits to work places, supermarkets and home visits. Further data were collected during home visits made by medical students from the University of Linko Èping.
A total of 91% (n 6684) of the target group participated. The programme found that 45% of the men and 32% of the women were overweight (BMI 25 ± 30 kgam 2 ), and 12% of the men and 17% of the women were obese (BMI b 30 kgam 2 ). Figure 2 shows the prevalence of overweight and obesity in the Kisa population according to age and sex.
Among people without diabetes, a family history of obesity emerged in 1384 subjects; 707 of them were overweight or obese (BMI b 25 kgam 2 ), 270 with abdominal obesity. Of these 270 212 (81%) agreed to an oral glucose tolerance test; 16 were found to have type 2 diabetes and 70 had impaired glucose tolerance (IGT).
Obesity and diabetes
The prevention and treatment of obesity is crucial in order to prevent type 2 diabetes. 8 In addition to BMI, waist circumference shows a strong association with the development of type 2 diabetes. 9 Lifestyle modi®cation focusing on increasing physical activity and altering the diet has been shown to halve the rate of progression from IGT to diabetes in one study. 10 Similarly, a Chinese study involving populationbased diet andaor exercise intervention resulted in a signi®cant decrease in the incidence of diabetes over a 6-year period among subjects with IGT. 11 Weight reduction is also an important factor in the treatment of type 2 diabetes. 12 Long-term behaviour modi®ca-tion is therefore recommended as a treatment for obesity associated with type 2 diabetes. 13 ± 15 A primary prevention project was started at Kisa Primary Health Care Centre to provide information about the role of diet and exercise in the prevention of Prevention of obesity and complications M Falkenberg type 2 diabetes and in the treatment of obesity. People found to have IGT were invited to attend a lecture given by a dietitian and to take part in cookery classes in the centre's training kitchen. Overweight and obese people were recommended to exercise more. At three different locations within the catchment area, it was arranged for people to get together and walk for an hour twice a week. In this way, something tangible was offered at the time of consultation. A lea¯et emphasising the importance of exercise was produced together with information about where to meet. This system makes it much easier to initiate a non-pharmacological approach in the overweight or obese patient or in patients with related complications.
Conclusions
There is a clear need to identify patients at risk of obesity much earlier so that we can move from a strategy of tertiary to secondary prevention, possibly including simple primary measures. This strategy would also help prevent the development of complications such as type 2 diabetes in at-risk patients. Primary healthcare teams need to be more active in developing co-ordinated programmes of identi®ca-tion, registration and active long-term management of high risk, overweight and obese people. 16 
